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Abstract
Context—The Patient Protection and Affordable Care Act’s (PPACA) emphasis on community-
based initiatives affords a unique opportunity to disseminate and scale up evidence-based 
community health worker (CHW) models that integrate CHWs within health care delivery teams 
and programs. Community health workers have unique access and local knowledge that can 
inform program development and evaluation, improve service delivery and care coordination, and 
expand health care access. As a member of the PPACA-defined health care workforce, CHWs 
have the potential to positively impact numerous programs and reduce costs.
Objective—This article discusses different strategies for integrating CHW models within 
PPACA implementation through facilitated enrollment strategies, patient-centered medical homes, 
coordination and expansion of health information technology (HIT) efforts, and also discusses 
payment options for such integration.
Results—Title V of the PPACA outlines a plan to improve access to and delivery of health care 
services for all individuals, particularly low-income, underserved, uninsured, minority, health 
disparity, and rural populations. Community health workers’ role as trusted community leaders 
can facilitate accurate data collection, program enrollment, and provision of culturally and 
linguistically appropriate, patient- and family-centered care. Because CHWs already support 
disease management and care coordination services, they will be critical to delivering and 
expanding patient-centered medical homes and Health Home services, especially for communities 
that suffer disproportionately from multiple chronic diseases. Community health workers’ unique 
expertise in conducting outreach make them well positioned to help enroll people in Medicaid or 
insurance offered by Health Benefit Exchanges. New payment models provide opportunities to 
fund and sustain CHWs.
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Conclusion—Community health workers can support the effective implementation of PPACA if 
the capacity and potential of CHWs to serve as cultural brokers and bridges among medically 
underserved communities and health care delivery systems is fully tapped. Patient Protection and 
Affordable Care Act and current payment structures provide an unprecedented and important 
vehicle for integrating and sustaining CHWs as part of these new delivery and enrollment models.
Keywords
community health workers; Health Homes; patient-centered medical homes; Patient Protection 
and Affordable Care Act; policy
A Community Health Worker (CHW) is “a frontline public health worker who is a trusted 
member of and/or has a close understanding of the community served.”1 Community health 
workers have been identified as effective liaisons between service providers and vulnerable 
populations.2 Numerous studies confirm CHWs’ success in improving health outcomes 
among low-income and minority populations, specifically in chronic disease 
management,3–10 prevention of disease and illness,11,12 and insurance enrollment.13 In 
addition, CHWs have been shown to reduce unnecessary health service utilization and 
generate cost savings.14–17
Chronic disease affects approximately 133 million Americans, about 45% of the total US 
population.18 Reflective of this rising prevalence, the Patient Protection and Affordable Care 
Act (PPACA) emphasizes and prioritizes improvements to the access to and delivery of 
health care services, particularly among low-income, underserved, uninsured, minority, 
health disparity, and rural populations.19 To assist health care providers in achieving these 
goals, the PPACA defines the health care workforce broadly to include all health care 
providers, including CHWs, with direct patient care and support responsibilities.20 The 
PPACA also creates opportunities for new payment models that can support the integration 
of CHWs into existing and new models of care delivery.
Including CHWs in the design and implementation of PPACA programs can help overcome 
barriers to serving high-need and hard-to-reach populations. In recognition of the unique 
contributions of CHWs, the PPACA includes funding for programs that support the use of 
CHWs. The PPACA specifically indicates that grant funding will be provided to entities that 
utilize CHWs to (1) conduct outreach regarding prevalent health problems in medically 
underserved communities; (2) promote healthy behaviors; (3) conduct outreach to increase 
health insurance enrollment; (4) identify and refer underserved populations to health care 
and community-based resources; and (5) provide home visitation services for maternal 
health and prenatal care.21 In addition, the PPACA includes several other opportunities to 
implement new care delivery and payment models that promote the integration of 
CHWs,22–27 including programs to support team-based care such as patient-centered 
medical homes (PCMHs) and Health Homes; the Maternal, Infant, and Early Childhood 
Home Visiting Program; and programs that facilitate the expansion of health insurance 
coverage such as Medicaid expansion and Health Benefit Exchanges. There also has been 
and will likely continue to be opportunities to integrate CHWs into new care delivery and 
payment models under the PPACA-authorized Centers for Medicare & Medicaid Services 
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Innovation Center programs, such as Accountable Care Organizations, Comprehensive 
Primary Care initiative, and the State Innovation Model Initiative.
Goal and Methods
The article aims to present ways in which CHWs can be integrated into PPACA programs. 
In this programmatic and policy analysis, we describe several components of PPACA that 
offer natural leverage points for the integration of CHWs; describe examples, potential 
payment options, and present a framework for evaluating a return on investment that can be 
used to provide support for integration; and discuss key strategies that programs should 
consider in integrating CHWs into their workforce.
Results: Areas of Integration for CHW into PPACA Programs
Outreach, Recruitment, and Engagement
Sharing a common culture, languages, and experiences allows CHWs to build trust and 
credibility within communities. Because CHWs have unique access to and understanding of 
the cultural norms and values of their communities, CHWs have deep expertise in best 
practices specific to individual communities. Therefore, they can help identify and develop 
outreach, recruitment, and educations strategies that are responsive to the needs of diverse 
patients and overcome challenges to access, service delivery, and care coordination—all of 
which are critical to the success of PPACA programs. Community health workers can offer 
critical guidance in the design, development, and implementation of health services and 
patient care teams. For example, CHWs can serve as data collectors for needs and outcomes 
assessments that will be used to inform the development and evaluation of programs. 
Community health workers can increase the accuracy and scope of assessments through 
collecting linguistically and culturally accurate information, including from communities 
that might otherwise be missed. In terms of implementation, CHWs can help individuals and 
families who are eligible for or are included in these programs overcome participation 
barriers and issues, including real and perceived barriers, lack of trust, isolation, and 
disconnection from services and providers. In particular, CHWs often have expertise in 
engaging hard-to-reach populations, which makes CHWs ideally suited to conduct outreach 
for programs for people with complex and costly needs such as those with multiple chronic 
conditions, mental health conditions, and substance abuse issues.
In summer of 2012, the Centers for Disease Control and Prevention’s National Health and 
Nutrition Examination Survey collaborated with a network of experienced CHWs to 
strengthen their data collection efforts in Asian American and Russian communities in 
Queens, NY. Community health workers were tasked with conducting door-to-door 
recruitment in sample communities and with implementing the survey in a linguistically and 
culturally competent manner. Because the data collected through the National Health and 
Nutrition Examination Survey are ultimately used to direct sound public health policy and to 
design health programs and services, the participation of diverse communities is vital.28 The 
inclusion of CHWs in recruitment and implementation efforts helped to address barriers to 
participation, particularly mistrust. Community health workers could help support similar 
data collection efforts that are part of PPACA.
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Care Delivery and Care Coordination
Community health workers are critical to implementing and delivering new models of care 
delivery, especially for low-income and minority communities who suffer disproportionately 
from chronic disease. A combination of CHWs’ knowledge of the cultural and linguistic 
context in which people live and make health and health care choices and CHWs’ expertise 
about available health and social services can increase patients’ understanding and 
appropriate use of services and self-management practices, enhance access and care 
coordination, and build patient and family support networks. For example, in minority 
communities where mental illness and disease can carry a significant stigma,29–32 CHWs 
can refer members to resources in a safe, culturally relevant manner.33
Community health workers can also improve service delivery by assessing individual patient 
and community preferences and by creating bridges between services and cultural norms 
that might otherwise result in inability to access care. For example, cultural norms and social 
factors may influence whether members are more likely to engage in follow-up services at 
inpatient or in-home settings or screen for certain diseases while not others. Community 
health workers have the knowledge to navigate and advise service providers on how to 
address these factors.
With the advent of the PCMH model, primary care physicians and other health professionals 
will increasingly need to work in an integrated manner to coordinate patient care.34 Adding 
CHWs to the primary care team can improve care and coordination for patients with chronic 
disease at low cost.35 As part of a care team, CHWs can support care management and 
provide care coordination across settings, in patients’ homes, and at community locations. 
For example, when a patient is discharged from a hospital, a CHW can provide follow-up 
support as the person transitions home and can facilitate follow-up visits with the primary 
care provider and other providers and services.
The Bronx-Lebanon Hospital Department of Family Medicine, a PCMH, implemented a 
highly integrated CHW program in 2007, in which CHWs serve as equal members of the 
health care team together with clinical care providers. Community health workers in the 
program are able to provide care management beyond the health care setting, working with 
patients to overcome barriers and improve control of health problems, providing self-
management coaching and goal setting, addressing social and economic needs, connecting 
clients to services with community partners, and conducting home visits. The program has 
successfully resulted in declines in emergency department visits and hospitalizations.36 
Other studies have also demonstrated reduced hospital readmissions37 and cost savings17 in 
settings where CHWs have been firmly integrated into the clinical team.
Health Insurance Coverage
Because of the relationships and trust CHWs have in the communities they serve, they are 
also well positioned to be in-person assisters/navigators/outreach and enrollment assistance 
workers to help people enroll in Medicaid or insurance through a Health Benefit Exchange.
Sixteen Asian-serving community-based organizations recently partnered to provide 
culturally and linguistically competent navigation of the New York State Health Plan 
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Marketplace to Asian American communities in New York City.38 Community health 
workers within these organizations are well aware of their clients’ needs and are able to 
assist individuals who may not have Internet access or literacy, or have specific language 
needs that are not met by Web-based, telephone, or paper application channels. In addition, 
individuals in largely immigrant communities may be uninformed, misinformed, or fearful 
of the exchanges and may be more likely to enroll if they receive information and assistance 
from a trusted community leader such as a CHW. As of December 2013, 14% of enrollees in 
the New York State Marketplace have submitted applications through an in-person assistor 
or navigator, excluding brokers.39
Health Information Technology
The PPACA stresses the expansion of health information technology (HIT), particularly 
electronic medical records, as well as health information exchange (HIE) among health care 
providers. Community health workers must be included in this expansion to effectively 
function on care teams. With access to HIT and HIE systems, CHWs can help monitor and 
coordinate care and access for high-need individuals, especially those who require care 
coordination for chronic conditions. Health information technology can also be designed to 
allow primary care physicians to easily refer patients to community-based services,40,41 
while access to HIT and HIE would also improve CHWs’ ability to deliver services in home 
and community-based settings that are aligned with patients’ overall care plan. In addition, it 
would provide other members of the care team access to the rich information collected by 
CHWs that might not otherwise be captured during medical visits, facilitating the 
identification of candidates for needed follow-up and targeted risk-reducing 
interventions42–44. Studies are also beginning to demonstrate that EHR access and 
communication between the primary care physician and the CHW can facilitate the 
acceptance and effectiveness of emerging care management models and lead to improved 
patient outcomes.45
Furthermore, some new delivery models such as Health Homes emphasize coordinating care 
across care settings. There are a number of care coordination software programs that enable 
multiple providers to use unified patient care plans, support team-functioning and 
workflows, and use clinical data to create alerts that trigger specific care coordination 
actions. If CHWs are part of care teams, they need to have access to the software systems. 
As the new care models are being developed, decisions have to be made about what aspects 
of the software program team members can have access to, including what patient data they 
can view and alter. Community health workers being nonclinical staff adds a greater 
complexity to those decisions.
Despite the integration of CHWs into several healthcare settings, integration within HIT 
remains uncommon. One successful example is the Baylor Health Care System in Dallas, 
Texas, which implemented a Diabetes Equity Project, in which CHWs deliver culturally 
tailored diabetes education at 5 community-based clinics.45 An integral component of the 
program is a Health Insurance Portability and Accountability Act of 1996 (HIPAA)-
compliant Web-based diabetes management system (DiaWEB), which enables CHWs, along 
with clinicians, to collect data at patient visits and monitor progress over time. Community 
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health workers are also able to generate a report from DiaWEB of key outcome and process 
measures for the patient, which can then be forwarded to the primary care provider for 
inclusion in the patient’s medical record. The study authors posit that DiaWEB is a key part 
of Diabetes Equity Project’s success, as it fosters physician acceptance and utilization of the 
Diabetes Equity Project through the collection of additional data that are helpful in treating 
patients and provides reassurance that program CHWs will seek clinician input for the 
management of patients.
The integration of community-based CHWs into HIT can also be beneficial. The New York 
City Department of Health & Mental Hygiene Primary Care Information Project aims to 
improve population health, particularly in underserved areas, through HIT and data 
exchange. Recognizing the access that trusted community leaders, including CHWs, have to 
community members, the program has trained and equipped faith-based organizations to 
offer blood pressure monitoring and counseling using a Web-based tracking system, called 
the “Community Health Dashboard.” The secure Web site allows churches to keep track of 
their congregants with the highest blood pressure readings, review trends to track group-
level improvements, and facilitates goal setting. The system can provide an alert to CHWs to 
invite higher-risk clients to attend community events, such as a healthy cooking workshops 
or exercise classes, and also allows CHWs to generate personal health reports that can be 
provided to physicians to aid in care coordination, thereby facilitating the connection of 
clinical and community resources and services.46
Table 1 provides further details on potential CHW roles in sample PPACA programs, 
including PCMHs, Health Homes, an example of a PPACA-supported health improvement 
program (ie, the Maternal, Infant, and Early Childhood Home Visiting Program), the 
Centers for Medicare & Medicaid Innovation programs, and Health Benefit Exchanges.
Results: Payment Options
A shift away from fee-for-service payment to new payment opportunities promoted by the 
PPACA creates new opportunities to fund and sustain CHWs. There are numerous payment 
models being proposed or tested in the field that support new care delivery models that 
improve quality and outcomes and lower costs. Payment models typically fall into the 
categories of capitation, episodes of care, shared savings, and pay for performance. Many 
models include some combination of these payment types to balance the incentives and 
disincentives inherent in each.
Capitated payment models have increased in popularity and come in different forms. In 
some models, providers are paid a set amount for a distinct set of services. An example is a 
provider who receives a Health Home payment to provide the 6 required core Health Home 
services. In other models, providers receive payment for each person assigned to them. 
Capitated payment models can give providers more flexibility to use CHWs because, unlike 
fee-for-service payments, they can pay for staff and functions that have not been defined as 
reimbursable. Capitation also incentivizes containing cost, which CHWs can help achieve by 
assisting patients to improve their health outcomes and prevent avoidable utilization. Using 
CHWs for roles that do not require clinicians can also reduce unnecessary personnel costs.
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As a type of capitated payment, episode-of-care payment—also called bundled payment—
provides a single payment for a set of clinically defined services related to treatment of a 
particular episode of care (eg, a myocardial infarction) or condition (eg, chronic obstructive 
pulmonary disease) over a defined period of time. Episode-of-care payments also can take 
many forms and include retrospective or prospective payments. As with other capitated 
models, these types of payment incentivize providers to deliver care at a cost that is lower 
than their payment, which supports the use of CHWs for nonclinical functions. In addition, 
these types of payment often are for care that is provided across care settings, which 
supports the need for care coordination, including coordination that can be provided by 
CHWs.
Another payment model that is being used, often in conjunction with other types of 
payment, is shared savings. Under this model, providers receive payments on the basis of 
savings they have achieved or are expected to achieve. For example, under Centers for 
Medicare & Medicaid Services’ Advance Payment Accountable Care organization Model, 
providers receive fixed and variable payments on the basis of expected costs. Under these 
models, providers can pay for CHWs with savings that CHWs can help achieve.
Pay-for-performance payment models are often combined with the payment models 
indicated previously. With these payment models, providers receive payments for meeting 
preestablished targets for care delivery and quality. For example, some states are providing 
incentive payments after providers achieve recognition as PCMHs. Because CHWs can help 
providers meet quality targets, especially by helping patients access and engage in care, 
coordinating care and care transitions, and supporting healthy lifestyle choices, providers 
can invest in CHWs and use the payments to sustain their positions.
Regardless of the payment model, methods must be developed to evaluate the return on 
investment of integrating CHWs in new care delivery models. This is especially critical 
since much of the evidence supporting the value of CHWs evaluated CHW-specific 
programs rather than the integration of CHWs into care models. Evaluation, therefore, must 
include indicators that can assess the distinct contributions of CHWs in these models. For 
example, the New York State Department of Health includes a case finding/outreach and 
engagement fee as part of its Health Homes payment model.49 Under this model, a Health 
Home can receive an outreach and engagement per member per month payment for 3 
consecutive months after the Health Home begins to provide outreach and engagement 
services to the patient. The outreach and engagement per member per month is only 80% of 
the active care management per member per month, which creates an incentive to accelerate 
transitioning patients to active case management. In addition, if the patient is not engaged in 
active care management during this period, then the Health Home cannot bill for case 
finding for that patient for the next 3 months. If a Health Home is using CHWs to conduct 
the outreach and engagement, the evaluation of the program should include careful tracking 
of the outreach and engagement services and outcomes. If non-CHW Health Home team 
members are also conducting case finding, the evaluation should include an assessment of 
the relative effectiveness of engaging members in active case management, costs per patient 
engaged by team member, and revenue per patient engaged by CHWS and non-CHW team 
members.
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Discussion & Conclusion
The PPACA recognizes the importance of CHWs in reaching underserved communities by 
explicitly creating overlap between funded CHW duties and PPACA programs. Although 
the path toward integrating CHWs into PPACA-funded programs and developing 
reimbursement mechanisms for CHWs will vary depending on the program and context, 
there are some critical elements that will be essential for organizations to consider in the 
implementation of CHW programs. These elements include establishing or enhancing 
existing infrastructure to support CHWs; establishing a workflow for CHWs within clinical 
settings; investing in and supporting training of CHWs; and engaging in rigorous evaluation 
to assess the impact of CHWs in improving patient outcomes. These elements are 
enumerated in Table 2.
Through PPACA programs, CHWs will have opportunities to enhance service delivery and 
enrollment as outreach agents, care coordinators, navigators/in-person assisters, and health 
educators. Community health workers can support the successful implementation of PPACA 
programs if they are integrated into the design of models, care delivery, outreach and 
enrollment efforts, and HIT/ HIE use. This can be accomplished by fully tapping into the 
capacity and potential of CHWs to serve as cultural brokers and bridges among medically 
underserved communities and health care delivery systems. Doing so requires continually 
capturing and sharing information on how CHWs are integrated into and contributing to 
PPACA programs, sustained under new payment models, and contributing to cost-saving 
and improved health in underserved communities.
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Table 1
Sample PPACA Programs Overview
Program PPACA Support CHW Role
Patient-Centered Medical Homes22 • The PPACA indicates that it will 
establish a program to provide grants to 
or enter into contracts with eligible 
entities to establish community-based 
interdisciplinary, interprofessional health 
teams that will support Patient-Centered 
Medical Homes.
• The PPACA defines Patient-Centered 
Medical Homes as having a whole 
person-orientation and delivering 
coordinated and integrated, safe, high-
quality care through evidence-informed 
medicine, appropriate use of health 
information technology, continuous 
quality improvements, and expanded 
access to care.
• The PPACA also indicates that payment 
will reflect the value additional 
components of patient-centered care.
• Care delivery: CHWs can 
work as part of health teams 
and support the provision of 
culturally appropriate, patient 
and family-centered health care.
• Care coordination: CHWs can 
assist in coordinating access to 
preventive and health 
promotion services, other 
providers and care settings, and 
community prevention and 
treatment programs and provide 
support during transitions in 
care.
• Data Collection: CHWs can 
assist in the collection and 
reporting of data for evaluation, 
including information on 
patient experience of care.
Health Homes26 • Provides for payment to designated 
providers, a team of health care 
professionals operating with such a 
provider, or a health team, which is 
eligible to deliver Health Home services 
to Medicaid individuals with at least 2 
chronic conditions, 1 chronic condition 
and be at risk for another, or 1 serious and 
persistent mental health condition.
• Health Homes must provide 6 core 
services: comprehensive care 
management; care coordination and 
health promotion; comprehensive 
transitional care, including appropriate 
follow-up from inpatient to other settings; 
patient and family support; referral to 
community and social support services; 
and use of health information technology 
to link services.
• Outreach and engagement: 
CHWs can conduct outreach to 
engage eligible enrollees in 
Health Homes.
• Care delivery: CHWs can 
work as part of health teams to 
support care management and 
health promotion.
• Care coordination: CHWs can 
work as part of health teams to 
support care transitions, provide 
patient and family support, and 
coordinate referrals to 
community and social support 
services.
Maternal, Infant, and Early 
Childhood Home Visiting 
Program23
• The PPACA includes support to assess, 
strengthen, provide, and improve 
programs and services for families who 
reside in high-risk communities.
• A required statewide needs assessment 
will identify communities at high risk.
• Offers services within the home to 
provide parents with information and 
support around positive parenting, 
nurturing homes, and child development 
during pregnancy and through the child’s 
first years of life.
• Outreach and engagement: 
CHWs can conduct outreach to 
engage eligible high-risk 
populations in care and 
supportive services.
• Care delivery and care 
coordination: CHWs can—and 
in many places already do—
provide health promotion and 
care coordination services as 
part of home visits under 
existing Maternal, Infant, and 
Early Childhood Home Visiting 
programs.
Center for Medicare and Medicaid 
Innovation27
• The PPACA authorized $10 billion 
through fiscal year 2019 to establish the 
new CMMI under CMS. The goal of the 
CMMI is to test innovative payment and 
delivery models in Medicare, Medicaid 
and CHIP.
• Outreach and enrollment, 
care delivery, care 
coordination, and data 
collection: CHWs can perform 
numerous functions under 
many of the new models, 
including outreach and 
engagement, service delivery, 
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• Since its launch, the CMMI has issued a 
number of opportunities for new 
Medicare, Medicaid and the CHIP care 
delivery and payment models for states, 
providers, and other entities.47
care coordination, and data 
collection. CMMI awards and 
contracts have included models 
that incorporate CHWs into 
new models of care and 
payment.
Health Benefit Exchanges48 • Starting October 1, 2013, Health Benefit 
Exchanges began to offer health 
insurance coverage through an insurance 
marketplace available to eligible 
individuals and employers.
• Some states established a state-based 
marketplace, other states worked with the 
federal government in a state partnership 
marketplace, and other states elected have 
a federally facilitated marketplace.
• State and federal grants were awarded to 
entities to have navigators (also known as 
in-person assistance workers and outreach 
and enrollment workers) and certified 
application counselors conduct outreach 
and education to people about exchanges 
and assist people in enrolling.
• Outreach and enrollment: 
CHWs can conduct outreach 
and education and provide 
enrollment assistance, 
especially for hard-to-reach 
populations. For example, New 
York State has implemented a 
facilitated enrollment initiative 
to support community 
organizations and use of CHWs 
in assisting limited English 
proficient communities with 
enrollment in the exchange.
Abbreviations: CHIP, Children’s Health Insurance Program; CHW, community health worker; CMMI, Center for Medicare & Medicaid 
Innovation; CMS, Centers for Medicare & Medicaid Services; PPACA, Patient Protection and Affordable Care Act.
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Table 2
Elements Essential to the Integration of CHWs in PPACA Program
Elements Examples
Infrastructure • Establishing institutional buy-in of CHWs through organizational champion or other representative
• Granting CHWs access to HIT and HIE to increase the coordination of service delivery
Workflow • Clearly defining CHW role and differentiating from other staff members
• Establishing referral system between physicians/nurses and CHWs
Training • CHWs should be trained in core competencies to standardize skills across employees and equip CHWs to handle a 
broad range of issuesa
• CHWs should engage in job-specific training to ensure their skills and responsibilities align with and are 
complementary to other members of the care team
Evaluation • Evaluate the impact of CHW integration on patient outcomes and costs
Abbreviations: CHW, community health worker; HIE, health information exchange; HIT, health information technology; PPACA, Patient 
Protection and Affordable Care Act.
a
From Ruiz et al.50
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